WHAT'S KNOWN ON THIS SUBJECT: Health care professionals face problems managing obesity and often fail to follow guidelines for its management in practice. Only a few singlecountry reports are available describing delivery of primary care to children with obesity.
The obesity epidemic affects all age groups including very young children and is a serious and growing problem for public health systems worldwide. [1] [2] [3] The rapid rise in the prevalence of obesity is accompanied by the increasing number of comorbidities such as type 2 diabetes, hypertension, hyperlipidemia, and metabolic syndrome. 3 Children have become a major focus of prevention and early treatment and therefore pediatric primary care practitioners have a crucial role in public health interventions. Their frequent contact with patients and families enable them to play an important role in the prevention, early diagnosis, and treatment of childhood obesity. A vast majority of patients trust primary care providers and believe in their competence. 4, 5 However, recent studies reveal that obesity management in primary care settings is inadequate, 6 with only half of obese patients receiving a diagnosis and only one-third receiving proper additional counseling. [7] [8] [9] Almost all studies focus on adult populations, 5, [7] [8] [9] [10] and studies that do involve children are from single countries (United States, France, and Israel). [11] [12] [13] [14] Existing differences between countries' health care systems, physician training, economic situation, and rate of overweight and obesity may significantly influence pediatric obesity management in the primary care setting. There has been no international, comparative study describing the approach of primary care providers toward the management of childhood obesity.
The objective of our study was to document and compare attitudes, skills, and practices in childhood obesity management between primary care providers in 4 European countries (Poland, France, Italy, and Ukraine) that have different obesity and overweight prevalence, health care systems, and economic situations.
METHODS
We used a 26-question, self-administered questionnaire validated for length, clarity, and sustainability of the answers in a pilot group of 15 pediatricians. Questionnaires were distributed between 2008 and 2009 to primary care providers in France, Italy, Poland, and Ukraine. The request to participate in the study included reassurance that no personal or practice information would be released and that data would be used only for aggregate statistical analysis and a statement that returning the questionnaire implied consent to participate as a subject of the study. The study was approved by institutional review boards in all participating centers. Of the 3464 primary care providers contacted, 1119 (32.4%) agreed to participate. The first 5 questions concerned demographic data: country, age, gender, type of health care provider, and years in practice. Participants responded either "yes" or "no" or gave answers on a 5-point Likert scale (from "never" to "always"). Data analysis began with simple frequency counts. Confidence intervals were calculated on the basis of normal or binomial distribution (as appropriate). Data were screened for codependent variables. We used x 2 tests to examine differences between the primary care physicians by countries and to test differences in management for obesity in children. P values ,0.05 were considered statistically significant. In every statistical analysis, Statistica software (version 8.0 PL; Statsoft Inc, Tulsa, OK) and SPSS 18.0 (IBM SPSS Statistics, IBM Corporation, Armonk, NY) was used. (Fig 1B) .
RESULTS

Completed
Routine Plotting of Anthropometric Data and Use of Appropriate Charts
The highest use of appropriate growth charts was reported by respondents from Italy ( Fig 1C) . Almost 80% (95% CI: 69.3%-83.1%) of Italian doctors always used charts to plot weight and height and 43.5% (95% CI: 35.4%-51.5%) used charts to plot BMI (Fig 1D) . The lowest use of growth charts was reported in Ukraine (6.1%; 95% CI: 3.6%-8.6%) (P , .001).Weight and height rather than BMI plotting was preferred by physicians from France (weight and height plotting: 48.7%; 95% CI: 39.2%-56.2%; BMI plotting: 14.6%; 95% CI: 9.9%-17.9%) and Poland (weight and height plotting: 32.5%; 95% CI: 24.2%-41.3%; BMI plotting: 12.2%; 95% CI: 8.9%-16.3%) (Fig 1 C and D) . Italian doctors more often assessed children' s nutritional status by using BMI charts (61.1%; 95% CI: 53.2%-69.0%).
In each country, physicians used mostly national rather than International Obesity Task Force charts for BMI interpretation.
Duration of Visits for Evaluation of Obesity
Both general pediatric and obesity evaluation visits were shortest in Poland. However, the time spent for a visit related to obesity evaluation was significantly longer than for a general pediatric visit in every country surveyed (P , .0001) ( Table 2) .
Perception of Childhood Obesity as a Medical Problem Relevant to Primary Care
Appreciation of the relevance of obesity in primary care in France, Italy, and Poland was high at 94.2% (95% CI: 91.7%-96.7%), 100% (95% CI: 99.9%-100%), and 87.6% (95% CI: 83.7%-91.5%), respectively. However, only 60.3% (95% CI: 55.2%-65.3%) of Ukrainian doctors agreed that their role included childhood obesity management (P , .0001) (Fig 2A) .
Availability of Weight-Management Program
Approximately two-thirds of physicians from Italy (69.4%; 95% CI: 61.9%-76.8%) and the Ukraine (68.2%; 95% CI: 63.3%-73.0%) declared that a weightmanagement program for children was available in their practices, whereas in France and Poland the availability of such a program was reported by 17.6% (95% CI: 13.5%-21.6%) and 18.9% (95% CI: 14.2%-23.6%), respectively (P , .0001) (Fig 2B) .
Feeling of Competence
Only 21.4% (95% CI: 19.0%-23.8%) of primary care physicians regarded themselves competent in managing (Fig 2D) .
Ability to Deal With Obesity Management
The etiology and diagnosis of childhood obesity were the areas in which physicians from the Ukraine reported insufficient levels of comfort. Respondents from France, Italy, and Poland were more uncomfortable with dietary treatment and psychological care. French providers reported discomfort in communication with obese children and their parents (Table 3) .
Need for Advanced Training
The need for advanced training in dietary counseling was reported as an important matter in every country surveyed. However, the needs between countries were significantly different. Ukrainian physicians needed more training in etiology and diagnostic procedures concerning childhood obesity. For French, Italian, and Polish primary health care providers, education in psychological care and interpersonal communication were more important ( Table 2) .
DISCUSSION
Primary care practitioners play a fundamental role in the majority of health care systems. In the World Health Report released in 2008, with the motto "primary healthcare, now more than ever," the World Health Organization reinforced the importance of a wellorganized primary health care system. 15 With a dramatic increase in the prevalence of childhood obesity, primary care physicians are placed in the front line of providing health services to obese/overweight children and adolescents. Our study revealed that most of the primary health care providers, regardless of their country' s health care system, were convinced of their important role in obesity management but did not feel sufficiently competent enough to perform it effectively.
The outcomes of the different models existing in European countries for health care and disease prevention are not easy to compare and have not been extensively studied. However, the assessment of quality of health care at the primary level may be essential for future health care planning in Europe. 16 Three different health care delivery systems for children were identified: pediatric-based, general practitioner (GP)-based, and combined services. 16, 17 Moreover, there is a variation in the definition of pediatric age in different countries. 16 The Ukrainian health care system includes pediatricians as the only primary care practitioners for all children (ages 0-18 years). In Italy, the pediatrician-based system covers only younger children, whereas children older than 6 years are managed by a combined system, even though the majority of the children stay with their pediatricians until 14 years of age. Combined pediatrician/GP systems are the norm in France and Poland (Table 1 ).
Although somewhat difficult to compare, due to different methodologies in data collection and interpretation, obesity and overweight prevalence in French, Polish, and Ukrainian children seems to be very similar, ranging from ∼3% to 4% and 11% to 15%, respectively, in children aged 7 to 9 years. [18] [19] [20] However, in Italy, obesity prevalence is almost twice as high, particularly in the southern region. 21 It therefore comes as no surprise that most primary care physicians in our survey agreed that childhood obesity management is relevant for primary care and that the highest rates were reported among the Italian physicians.
A very common explanation given by primary care providers who have no interest in management of obesity is the belief that obesity is mainly a parental problem. Others quoted the lack of educational and financial support for obesity treatment and poor response to therapeutic interventions. Many physicians have a stereotypical and negative approach to a patient with obesity, although the negative attitude seems to have declined over the past 30 years. 22 Our study also reveals a significant difference in availability of weightmanagement programs among the countries studied, although the national guidelines for management of obesity are, in principle, similar. All countries in our study share a low level of implementation of national guidelines. The adherence to recommended practices such as routine weight and height measurements, BMI calculation, and plotting growth parameters on recommended growth charts was rather poor, although adherence was overall best in Italy and worst in the Ukraine. This finding is consistent with research from other countries that reports that recommended guidelines are not commonly implemented. An Australian study revealed that less than one-third of GPs used existing guidelines in their practice, even if they believed that childhood obesity is a significant problem. 23 Another Australian study found that most surveyed primary care providers did not routinely measure children' s height or weight or calculate BMI. 24 The LEAP (Live, Eat, and Play) study revealed that only 50% of children were weighed and measured during their visit to a primary care provider' s office. 10, 11 The literature provides some insights into potential reasons for that phenomenon. Australian GPs expressed the opinion that routine height and weight measurement is impractical and time consuming. They measured children only for the drug-dose calculation or if signs or symptoms suggested a developmental problem. 25 Another reason was lack of time and support of other staff members (nurses).
A low rate of guideline adherence for childhood obesity by primary care providers was also reported in Israel and the United States. 26, 27 Collection of data are important, but only proper interpretation can result in appropriate interventions. In our study a majority of health care practitioners used weight and height charts. Physicians in every country surveyed used mainly national and not International Obesity Task Force-recommended charts for BMI interpretation. The use of BMI charts in our survey was higher than in other studies. 23, 28 The Kinder Overweight Activity Lifestyle Actions (KOALA) study revealed that even after primary care practitioners have been trained in BMI calculation and interpretation, there was no significant improvement in BMI chart usage. 29 It may suggest that the main barrier is not the lack of The limitation of the study was a relatively low percentage of respondents (32.4%). It may be that those who responded could be more motivated and interested in childhood obesity problems than those who didnot respond. It is possible that adherence to guidelines could have been even worse if nonresponders had been included. The use of self-reported data are susceptible to bias. The respondents might have overemphasized their lack of competence and need for professional training as an excuse for lack of attention to the management of obesity in children. Factors other than insufficient training could have played a role, ie, obesity management may be frustrating, not sufficiently gratifying, or too time consuming.
Prevention and treatment of childhood obesity is a complex and burdensome process that includes family involvement, behavior and dietary modification, as well as encouragement of increased physical activity (or discouraging sedentary behavior). Our study reveals that the comprehensive approach to such lifestyle modifications is certainly beyond the current capacity of primary health care providers. The strategy of obesity prevention should be coordinated by governments and addressed to the entire society. Tackling the obesity problem should involve not only the health care system but also schools, communities, and the media.
Our study is the first to our knowledge that, with the same protocol, describes and compares childhood obesity approaches among different European countries. It underlines insufficient implementation of national guidelines for management of obesity regardless of the present health care system, but it also makes clear that the critical problem is not development of guidelines but implementation of the medical standards among the primary 
